Dentists' attitudes, behaviors, and barriers related to tobacco-use cessation in the dental setting: Dentists' attitudes, behaviors, and barriers related to tobacco-use cessation in the dental setting by Prakash, Preeti et al.
Dentists’ attitudes, behaviors, and barriers related to tobacco-
use cessation in the dental setting
Preeti Prakash, BDS, MSc1, Marilynn G. Belek, DMD, MS2, Barbara Grimes, PhD3, Steven
Silverstein, DMD, MPH3, Richard Meckstroth, DDS, MPH4, Barbara Heckman, RDH, MS3,
Jane A. Weintraub, DDS, MPH5, Stuart A. Gansky, DrPH3, and Margaret M. Walsh, RDH, MS,
MA, EdD3
1United Health Centers of San Joaquin Valley, CA
2Delta Dental of California, San Francisco, CA
3University of California, San Francisco, CA
4West Virginia University, Morgantown, West Virginia
5University of North Carolina at Chapel Hill School of Dentistry, Chapel Hill, North Carolina
Abstract
Objective—This study assessed attitudes, behaviors, and barriers among general dentists in
California, Pennsylvania, and West Virginia, related to patient tobacco cessation counseling.
Methods—From 2004 to 2008, a baseline survey was mailed to 271 study dentists randomly
selected from a master Delta Dental Insurance Company provider list in each state who had agreed
to participate in a tobacco cessation randomized clinical trial. Four backward logistic regression
models assessed correlates of the five As related to tobacco cessation: Asking about tobacco use,
Advising users to quit, Assessing readiness to quit, Assisting with quitting, and Arranging follow-
up.
Results—Most respondents (n = 265) were male, had practiced dentistry for over 15 years, asked
about tobacco use (74%), and advised tobacco users to quit (78%). Only 19% assessed readiness
to quit; 39% assisted with quitting; 4% arranged follow-up; and 42% had formal training in
tobacco cessation. Believing that tobacco cessation counseling was an important professional
responsibility, practicing <15 years, and asking about tobacco use significantly related to advising
users to quit. Providing cessation advice and feeling effective intervening related to assessing
readiness to quit. Advising users to quit, assessing readiness to quit, feeling effective intervening,
and having had formal tobacco cessation training related to assisting with quitting. Barriers to
cessation counseling were perceived patient resistance (66%), lack of insurance reimbursement
(56%), not knowing where to refer (49%), and lack of time (32%).
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Conclusion—Study dentists reported not fully performing the five As. Advising, assessing,
having formal training, and feeling effective increased the likelihood of cessation counseling.
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Introduction
Smoking is the single greatest cause of avoidable morbidity and mortality in the United
States and represents a significant public health concern. Over 400, 000 people die each year
from tobacco-related diseases (1). Moreover, smoking is associated significantly with oral
cancer (2), periodontal diseases (3, 4), failure of periodontal therapy (5), failure of dental
implants (6, 7), impaired oral wound healing (8, 9), oral pain (10), and dental caries (11).
Currently, smoking prevalence among US adults is 19.3% (12). In 2010, approximately
68.8% of smokers in the United States wanted to quit, 52.4% tried to quit (13), and less than
6.2% achieved abstinence (13). To address the major health risk of tobacco use, the US
Public Health Service came out with the Clinical Practice Guideline for the Treatment of
Tobacco Use in Clinical Settings (14) and updated it in 2008 (15). This guideline
recommends that all healthcare providers incorporate tobacco-use cessation counseling as
part of routine clinical care. The “5 As approach” is recommended for tobacco users who are
willing to quit and the “5 Rs Approach” is for tobacco users who are not willing to quit. The
5 As Approach includes: Asking patients about tobacco use; Advising users to quit;
Assessing their readiness to quit; Assisting them with the quitting process; and Arranging
follow-up to check on their progress (15). The “5 Rs approach” involves a motivational
counseling intervention that emphasizes to the patient: the personal Relevance of quitting;
the Risks of continued tobacco use; the Rewards associated with quitting; the Roadblocks to
quitting; and the need for clinician ongoing Repetition of the “5 Rs” to promote patients’
decision to quit (15).
Studies report that brief interventions by nonphysician clinicians that involve only asking
patients about tobacco use and advising them to quit have resulted in approximately 16% of
patients who smoke to abstain for at least 1 year (15–17). In addition, several studies report
that patients expect and appreciate such advice (18–20). Although dental professionals have
the opportunity to play an important role in motivating and assisting their patients to quit
tobacco use, tobacco cessation often is not included routinely in dental care (21–25). The
purpose of this paper is to report the results of a mailed survey to assess the attitudes,
behaviors and barriers of general dentists in California (CA), Pennsylvania (PA), and West
Virginia (WV) related to the assessment and treatment of their patients’ tobacco use. In
addition, correlates of dentists’ five A behaviors were determined. This study was part of a
larger randomized controlled trial (RCT) to assess various intervention approaches to
promote tobacco cessation activities by dentists.
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Cross-sectional survey data collected at baseline as part of a larger RCT are reported in this
paper. The Institutional Review Boards at the Delta Dental Insurance Company and at the
University of California, San Francisco approved the study.
Eligibility criteria
For a dentist to be eligible for study participation, he or she needed to be a Delta Dental
(DD) provider in CA, PA, or WV, who worked at least 4 days per week in general clinical
practice, and who agreed to participate in a larger research study to assess various oral
disease prevention approaches, such as tobacco screening and cessation counseling activities
by dentists.
Sample selection and recruitment
The survey was administered to a sample of general dentists recruited from 2004 to 2008.
The baseline data collection was a necessary precursor for the RCT planned as a second
stage to determine whether attitudes and behaviors could be changed using various
interventions (13). DD, the largest dental insurer in the nation (14), provided researchers
with a list of 2, 174 randomly selected DD general dentists in CA, PA, and WV, states
which all had administration in the same DD division. All the dentists were contacted for
study participation by mail until the RCT target sample size of 271 (12%) agreeing to
participate was reached. Subsequently, a survey along with an informed consent, cover
letter, and a return-addressed stamped envelope was mailed to these dentists. A $10 bill was
included as a token of appreciation. The cover letter explained the study’s purpose, methods,
risks, potential benefits, alternatives, costs, and voluntary nature. It also provided
information regarding the confidentiality of responses. Returning a completed questionnaire
indicated informed consent. For nonrespondents, the initial mailing was followed by a
second mailing 2 weeks later, and a phone call 2 weeks later if no response was received
from the second mailing. Surveys were coded for ease of follow-up and to ensure
confidentiality.
Survey development
Initially, we modified items reported by Dolan and colleagues (26) which were based on
extensive work by an ad hoc committee of the National Dental Tobacco Free Steering
Committee. The selection of survey items also was influenced by findings from our previous
studies of pediatric dentists’ tobacco-related knowledge, attitudes, and behaviors (27, 28).
Prior to beginning the study, we submitted all candidate survey items for review and
feedback to our 16-member National Advisory Board. This Board was composed of many
experts in the field of tobacco control including dentists, psychologists, representatives of
professional organizations, and one lay member. Additional face and content validity were
assessed when the survey was pilot tested among a convenience sample of 20 practicing
dentists (11 females, nine males) in the East and South Bay areas of Northern California.
Upon completion of the pilot survey, each practitioner was interviewed to gain feedback on
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the overall acceptability of the survey in terms of length, language clarity, and time, and on
the feasibility of dentists completing and returning it. Based on this feedback, we refined or
eliminated items. Although test–retest reliability was not assessed, we calculated Spearman
rank correlations between items assessing three aspects of self-efficacy (feeling effective
versus feeling knowledgeable, feeling effective versus feeling well prepared, and feeling
knowledgeable versus feeling well prepared) that yielded consistency correlations of 0.66,
0.81, and 0.71, respectively (P = 0.0001). In addition, Cronbach’s coefficient alpha of the
reliability of the 5-point Likert scale items of knowing how to assess tobacco use, feeling
well-prepared to intervene, feeling effective in intervening with patients, and having
sufficient knowledge of related pharmaceutical products was 0.87, indicating excellent
reliability.
Survey measures
The survey assessed general dentists’ self-reported attitudes and practices related to the
assessment and treatment of tobacco use, high caries risk, periodontal disease, and diabetes.
This paper reports only on the tobacco-related responses.
Description of tobacco-related items
The final survey contained 49 items to assess dentists’ attitudes and behaviors related to
tobacco use assessment and counseling with their patients. The attitude items assessed the
dentists’ perception of: “the importance of intervening with tobacco using patients as part of
their professional role,” with five response levels ranging from “very unimportant” to “very
important”; potential barriers to providing tobacco cessation counseling, with five levels
ranging from “not a barrier” to “a strong barrier”; knowing how to assess for tobacco use;
feeling well prepared to intervene with patients regarding tobacco use; feeling quite
effective intervening; and having sufficient knowledge of related pharmaceutical products,
with five levels ranging from “strongly disagree” to “strongly agree.”
Behavioral items assessed the frequency of performing: components of the five A behaviors;
treatment behaviors related to counseling patients who are ready to quit; and components of
the five Rs related to motivating patients who are not ready to quit. All these behavioral
items had four levels ranging from “almost always” to “almost never.” In addition, time
spent in the past month counseling patients based on readiness to quit was assessed with
seven response options (“Did not discuss,” “<1 minute,” “1–3 minutes,” “4–10 minutes,”
“11–30 minutes,” “31–60 minutes,” and “60 minutes”).
Additional items also asked questions related to formal training in tobacco use assessment
and treatment (i.e., dental school course/lecture, or Continuing Dental Education) (Yes/ No)
and the likelihood to perform tobacco use assessment and treatment behaviors if it was
included as a benefit in the patient’s dental insurance (“very unlikely” to “very likely”).
Data analysis
Data were coded without personal identifiers and entered into password-protected computer
files and hard copies securely stored. Data analyses were performed using SPSS version
16.0 (SPSS Inc., Chicago, IL, USA). Descriptive summaries were performed for all
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questionnaire variables. Items assessing attitudes and potential barriers on a 5-point Likert
scale ranging from “very unimportant” to “very important,” “not a barrier” to “a strong
barrier,” and “strongly disagree” to “strongly agree” were dichotomized into “Important/
Extremely Important,” “Agreed/Strongly Agreed,” and “Barrier/Strong Barrier,”
respectively. Items assessing frequency of reported five A or five R behavior on a 4-point
Likert scale ranging from “Almost Never” to “Almost Always” were dichotomized to create
measures of “Almost never vs. Almost Always.” Analyses included frequency distributions;
chi-square, and Fisher’s exact tests when categorical variables were compared, and t-tests
and Mann–Whitney tests for continuous variables. Univariate analyses were conducted
initially to identify candidate variables to be included in the multivariable analyses. Four
separate backward logistic regression models assessed correlates of the following dependent
five A behaviors, respectively: Ask, Advise, Assess, and Assist. The “Arrange” variable was
not modeled due to the small number of dentists who reported arranging follow-up.
Variables with P values ≤0.05 were retained in the model, while those >0.05 were removed.
The independent variables included in the multivariable regression models were identified
based on univariate analysis and by findings reported in other studies (8). The regression
model for the dependent variable “Ask” included as independent variables the following:
tobacco cessation training, feeling well-prepared, feeling effective, perceived importance of
one’s role in tobacco cessation counseling, age, gender, and number of years in practice. For
the dependent variable “Advise,” multi-variable models included these above-listed
independent variables plus “Ask” was added as an independent variable. Similarly, the
model for the dependent variable “Assess” added the variables “Ask” and “Advise” as
independent variables along with the base variables; the model for the dependent variable
“Assist” added the variables “Ask,” “Advise,” and “Assess” as independent variables in
addition to base variables.
Results
Of the 271 mailed surveys, 265 (98%) were completed and returned (42% from CA, 35%
from PA, and 23% from WV). Among the respondents, 86% were male, 80% were
Caucasian, 3% smoked daily, and 23% had smoked more than 100 cigarettes in their
lifetime, and 42% had prior formal tobacco cessation training. In terms of practice
characteristics, 74% had practiced for at least 15 years; 89% asked about tobacco use on the
health history form; over half had patient tobacco cessation-related educational materials
(58%) and reported adequate staff to address tobacco use (53%); over one-fifth-had a formal
system to remind staff to ask about tobacco use (22%) and offered tobacco cessation
services (21%). Only 12% reported having an office policy to intervene regarding tobacco
use. With regard to time spent counseling patients about quitting, 14% reported they did not
discuss tobacco use; 14% spent less than 1 minute; 39% spent 1–3 minutes; and 33% spent
more than 3 minutes but less than 30 minutes. Table 1 shows dentists’ attitudes toward
intervening with tobacco-using patients in the dental office. Over half felt that it was very
important as part of their role as a dentist to intervene, but less than a third felt quite
effective doing so, or felt well-prepared.
Table 1 also shows the percentage of dentists who reported performing the various
components of the five A behaviors. While most dentists verbally asked patients about
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tobacco use and advised users to quit, less than one fifth assessed readiness to quit, about
one-third provided quitting assistance, and few arranged follow-up care.
The frequency of dentists who reported performing additional components of “Assist”
behaviors related to counseling patients ready to quit is in shown in Table 2. About one-third
“often or almost always” asked about reasons for quitting and recommended nicotine
replacement therapy; almost one-quarter provided written materials on quitting tobacco use;
and less than 20% reported doing anything else routinely to assist with the quitting process.
Figure 1 shows the frequency of dentists who reported performing the five Rs appropriate
for motivational counseling of patients identified as being not ready to quit. About one-third
talked about potential benefits of quitting and about one-quarter discussed problems
experienced from tobacco use.
Figure 2 shows perceived barriers to providing tobacco cessation services. The most
frequently reported barriers were patient resistance and lack of reimbursement. Seventy-
seven percent reported that they would “likely or very likely” provide tobacco cessation
counseling if it was included as a benefit in their patients’ dental insurance. There were no
significant differences in dentists’ reported barriers based on gender or number of years in
practice.
Table 3 includes results of the univariate analyses that identified candidate variables selected
for use in the multivariable analyses. Candidate variables that were significantly associated
with five A behaviors were “receiving formal training in tobacco cessation activities,”
“feeling intervening with tobacco users was an important role of the dentist,” “feeling one
knew how to assess tobacco use,” “feeling well-prepared to intervene,” and “feeling
effective in intervening with patients.” Data for the “Arrange follow-up” behavior are not
included in the table due to insufficient responses that would allow for meaningful analyses.
Table 4 shows correlates of dentists five A behaviors based on multivariable analyses.
Dentists who agreed that they knew how to assess tobacco use were significantly more
likely to ask their patients about tobacco use (odds ratio = 3.0; 95% confidence interval; 1.8–
5.1). Dentists who reported they knew how to assess tobacco use, felt tobacco cessation
intervention was important to their role as a dentist, were in practice less than 15 years, and
asked about tobacco use were significantly likely to advise users to quit. In addition, dentists
who reported feeling effective intervening and those who advised users to quit were
significantly likely to assess readiness to quit. Significant correlates of assisting with the
quitting process were knowing how to assess tobacco use, advising users to quit, assessing
readiness to quit, feeling effective intervening, having had formal training in tobacco
cessation and younger age (younger dentists).
Discussion
Most dentists in this study believed that intervening with patients about their tobacco use
was an important professional responsibility. This finding is encouraging in that willingness
to address this important public health issue in the dental setting appears to exist. This
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perception among our study dentists is consistent with findings reported for other health
professionals (23, 24).
We found that 74% of our study dentists “often or almost always” Asked their patients about
tobacco use. This finding is higher than that reported by previous studies (21, 26, 29, 30). In
1997, Dolan et al. reported that 33% of a national random sample of 934 general dentists
(26) asked most or nearly all patients whether they smoked. In 2005, Albert et al. reported
that 28% of dentists participating in a national managed care plan in 29 states (21) asked
their patients if they used tobacco at least 41% or more of the time. In 2011, Succar et al.
reported that 59% of a random sample of 6, 000 dentists practicing in Florida routinely
asked about tobacco use (29). The discrepancy between our findings and those of others (21,
26, 29, 30) may be due to regional effects, or to differences in study eligibility criteria, and
survey measurement.
Moreover, among the general dentists in our study, 78% reported “often or always” advising
known tobacco users to stop using tobacco compared to 65% reported by Dolan et al. (26),
46% reported by Albert et al. (21), and 46% reported by Succar et al. (29). This discrepancy
again may be explained by measurement differences. Dolan and colleagues (26) reported the
percentage who indicated that they “ever” advised patients who use tobacco to quit, whereas
we report the percentage of dentists who reported that they “always or often” advised
patients who used tobacco to quit.
Another possible explanation for the higher prevalence of asking and advising behaviors in
our study may be the temporal effect of changes between study time periods. It is likely that
it is now more acceptable to “Ask and Advise” precisely because of the increased translation
of evidence related to the connection between tobacco use and adverse oral health effects
(2–11) especially with regard to oral cancer (31), smoking, and periodontal disease (4, 5, 7),
and the success of dental implants (6, 7). Our findings fall just short of the US Department
of Health and Human Services Healthy People 2020 objective to increase to at least 85% the
proportion of dentists who advise cessation (32). Because of the cross-sectional nature of
our study, however, they should be interpreted with caution.
Although most dentists in this study Asked and Advised patients about tobacco use, Assess,
Assist and Arrange behaviors overall were low. Only 19% of dentists reported they Assessed
readiness to quit, an essential step in providing appropriate assistance with the quitting
process. For Assist behaviors, about one-third (39%) reported that they talked about ways to
quit or cut down tobacco use with patients, a slight improvement compared to the 29%
reported by Dolan et al. (26). In this study, only 4% reported Arranging follow-up care to
check on and support their patients’ quit attempt.
Moreover, less than half of the study dentists (20%) reported having tobacco cessation
patient educational materials in their dental office; and only half (51%) reported knowing
where to refer patients for help with stopping their tobacco use. Despite differences in
measurement, there appears to be consistent reporting in the literature (21, 26–29) of low
involvement in assisting patients with the quitting process in dental practices. Perhaps, this
lack of engagement is due to feeling unprepared to do so.
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Indeed, few of our study dentists felt well-prepared to intervene with patients about their
tobacco use, or felt effective doing so. These findings may be explained by the fact that less
than half of them (42%) reported having had formal training in tobacco cessation.
Interventions are needed to address this void. It is important to note that in this study, having
had formal training was a significant predictor of actually assisting patients with the quitting
process. This finding, consistent with that of Albert et al. (21), emphasizes the importance of
training for adoption of the new guidelines to treat tobacco use in dental practice and
supports the premise that formal training helps in developing confidence and feelings of
effectiveness.
In our study, dentists who agreed that they knew how to assess for tobacco use were
significantly more likely to ask their patients about tobacco use; dentists who asked about
tobacco use were significantly more likely to advise tobacco users to quit; dentists who
advised patients to quit were significantly more likely to assess readiness to quit; and
dentists who assessed readiness to quit were significantly more likely to assist patients with
the quitting process. These findings also are consistent with those of Albert et al. (21) and
support their conclusion that if we encourage dentists to ask about tobacco use and advise
their patients to quit and to seek formal tobacco cessation training, then assisting patients
with the quitting process and feeling effective in doing so will eventually follow. Our
findings extend those of Albert et al. (21), however, in that formal training in tobacco
cessation and feeling effective intervening was also significantly correlated with the assist
behavior.
Moreover, dentists who felt that intervening with patients about their tobacco use was an
important part of their professional role were more likely to provide cessation advise; and
dentists who provided advise and who felt effective intervening were more likely to perform
the Assess and Assist behaviors than dentists who did not perceive tobacco cessation as
important to their professional role and who did not feel effective intervening. Similar
findings have been reported in the literature for pediatric dentists (27) and for healthcare
professionals in general (23, 24). In a national survey of health professionals, three factors
emerged consistently across most healthcare professional groups that were positively
associated with tobacco-use cessation counseling: belief that it was part of one’s
professional role, perceived self-efficacy to engage in effective counseling, and knowledge
of community cessation resources (10).
Consistent with the findings of others (21, 27, 28), our data suggest that formal tobacco
cessation training for dentists is needed to increase their sense of self-efficacy with regard to
tobacco cessation counseling (i.e., feeling effective when intervening with tobacco-using
patients). Few dentists in this study used tobacco, consistent with reports that smoking
prevalence among dentists is the lowest among all health professionals (23, 33).
The present study has some limitations. The data obtained via the survey instrument may not
represent current practices of all dentists in the United States. Subjects were recruited from a
list of DD insurance dentists who had been recruited to participate in a two-stage tobacco
intervention study. As a result, they may have had greater interest in tobacco cessation
compared to the general dentist population. This limited inclusion criterion may have
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created selection bias which would limit generalizability. However, almost three quarters of
dentists nationally subscribe to DD (34), and the effect on generalizability may not be
substantial. Nevertheless, generalizing findings to all dentists who are DD providers should
be made cautiously. Although 98% of surveys of dentists who agreed to participate in the
study were returned, initial recruitment participation in the study was low (12%), and
recruitment was halted once the target number of dentists for the trial were recruited. The
failure to include more recent graduates from dental school also limits our findings. It should
be noted, however, that even the overly conservative study participation rate is consistent
with those reported by others for dental intervention studies (21, 35) and all participating
dentists recruited to participate in the subsequent tobacco intervention study completed the
baseline survey. Moreover, the demographic and practice characteristics of our sample are
comparable to those of the dentists’ samples reported in national surveys (36, 37).
Most dentists in our study sample did not fully perform the “5As” or the “5 Rs.” Major
barriers cited for not doing so were “patient resistance,” “lack of reimbursement,” “lack of
time,” and “not knowing where to refer.” These barriers are consistent with findings of other
studies reporting the most frequent reasons dentists cite for not providing tobacco cessation
counseling (21, 26). Other studies also cited “lack of training,” “advice not effective,” and
“forget to bring it up” (21, 26). Similar to those studies, we also found that most of our study
dentists did not feel confident or well prepared to treat tobacco-using patients.
It is important to note that in this study previous formal training made a significant
difference in feelings of confidence and dentists’ reported behavior. Since tobacco use is
such an important US public health issue, it is very important for both private practice and
public health dentists to have the knowledge and skills to identify tobacco users in their
practices and, at a minimum, to refer them to community-based programs for further help
with quitting. Valuable resources for acquiring tobacco cessation-related information for
dentists have been published by the American Dental Association (ADA) (31). The ADA
Web site also provides information on oral health and tobacco use, and some research
information which can be useful to both patients and healthcare professionals. These
resources can help dentists to acquire more information about: assessment and management
of tobacco use and dependence in the dental setting. Skills-based approaches may be needed
to enhance feelings of self-confidence, preparedness, and effectiveness.
Dental professionals are favorably positioned to provide brief tobacco cessation treatment
using the five As approach since dental care often involves multiple visits providing
opportunity to initiate and reinforce tobacco cessation activities (21). Since more than 50%
of smokers see a dentist during a year (38, 39), if all dentists routinely engaged in brief
tobacco cessation counseling, then approximately 23 million of the estimated 46 million
adult smokers in the United States could be treated by a dentist to quit smoking in a single
year. This type of public health intervention could reduce the burden of tobacco-related
disease in the United States. Moreover, if 10% of smokers who see a dental professional
annually could be influenced to consider quitting, then each year, 2.3 million US tobacco
users could be treated. Given that one-third of all smokers die prematurely (40), an
estimated 766, 667 premature deaths from smoking could be prevented by dental
professionals being involved in tobacco cessation counseling.
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Dentists can play an important role in primary prevention of adverse health effects by
promoting cessation of tobacco use among patients to whom they provide care. Although
most dentists in this study considered intervening with patients about their tobacco use an
important part of their professional responsibility; and asked and advised patients about
tobacco use, few felt well prepared, effective, or had formal training in cessation counseling.
Educational interventions are needed to increase smoking cessation activities by dentists. In
this study, dentists who felt effective and considered their role as important were likely to
fully perform the five A behaviors when intervening with their patients about tobacco use.
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Percentage of dentists reported “often/almost always” using five Rs’ approach when
counseling patients not ready to quit.
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Dentists’ reported barriers towards intervening with tobacco-using patients in the dental
office.
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Table 1
Dentists’ Attitudes and Behaviors towards Intervening with Tobacco-Using Patients in the Dental Office
(n = 265) %
Attitudes
  It is very important as part of the dentist’s role to intervene regarding patients’ tobacco use* 58
  I know how to assess patients for tobacco use** 46
  I feel well-prepared to intervene** 26
  I am quite effective intervening with patients** 18
  I have sufficient therapeutic knowledge of the appropriate pharmaceutical products 14
Behavior***
  Verbally asked about tobacco use 74
  Documented the patient’s tobacco use in chart 74
  Pointed out oral health effects of tobacco use in patients’ mouth 78
  Advised tobacco users to quit 78
  Assessed readiness to quit 19
  Assist with quitting (talk about ways to quit) 39
  Arrange follow-up 4
*
Scored 4 or 5 (Important/Very Important) on a 5-point scale ranging from 1 = ”Very Unimportant” to 5 = ”Very Important.”
**
Scored 4 or 5 (Agree/Strongly Agree) on a 5-point scale ranging from 1 = ”Strongly Disagree” to 5 = ”Strongly Agree.”
***
Scored 3 or 4 (Often/Almost Always) on a 4-point scale ranging from 1 = ”Almost Never” to 4 = ”Almost Always.”
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Table 2
Percentage of Dentists Who Reported Performing “Often/Almost Always” for Patients Ready to Quit
Behavior* (n = 265) %
Ask reasons for quitting 39
Provide written materials on quitting 20
Assess patterns of tobacco use 18
Assess level of nicotine dependence 11
Assess for symptoms of depression 4
Help set a quit date 6
Suggest ways to cope with temptation to use 19
Encourage to tell others for support 18
Recommend nicotine replacement therapy 36
Prescribe sustained-release Buproprion (e.g., Zyban) 3
Offer in-office tobacco cessation assistance 2
Refer to a toll-free telephone tobacco quitline 7
Fax patients’ consent form to quitline so that they can be contacted by a telephone counselor for help in quitline 1
Refer to external tobacco quit program 6
*
Scored 3 or 4 (Often/Almost Always) on a 4-point scale ranging from 1 = ”Almost Never” to 4 = ”Almost Always.”
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Table 3
Univariate Analyses Used to Identify Candidate Variables for Use in Multivariable Analyses to Determine
Correlates of Dentists’ Performance of Components of the Five A Behaviors
Ask* Advise* Assess* Assist*
(N = 265) (%) (%) (%) (%)
Received training in school/CE
  Yes 49 58 11 26
  No 34 43 4 7
OR† (95% CI) 1.9 (1.1–3.1) 1.8 (1.1–3.0) 3.0 (1.1–8.2) 4.4 (2.0–9.3)
Feel dentist play important role
  Important/Very important‡ 48 61 11 23
  Unimportant/Very unimportant 31 31 2 5
OR (95% CI) 2.0 (1.2–3.4) 3.6 (2.1–5.9) 6.8 (1.5–30.1) 6.3 (2.4–16.8)
Dentist is/was a smoker
  Yes 30 48 5 12
  No 44 49 8 16
OR (95% CI) 0.5 (0.3–1.0) 0.9 (0.5–1.7) 0.6 (0.2–2.2) 0.7 (0.3–1.6)
Know how to assess
  Agree§ 55 67 12 26
  Disagree 29 33 3 6
OR (95% CI) 3.0 (1.8–4.9) 4.1 (2.4–6.8) 4.8 (1.5–14.7) 5.9 (2.6–13.4)
Feel effective intervening
  Agree§ 49 66 21 40
  Disagree 39 45 4 10
OR (95% CI) 1.4 (0.8–2.8) 2.4 (1.2–4.6) 6.3 (2.4–16.4) 6.4 (3.1–13.3)
Feeling well-prepared
  Agree§ 55 71 16 33
  Disagree 36 40 4 9
OR (95% CI) 2.2 (1.3–3.9) 3.6 (2.0–6.5) 4.4 (1.7–11.5) 5.2 (4.8–10.6)
Arrange behavior not reported due to insufficient responses for analyses.
*




Scored 4 or 5 (Important/Very Important) on a 5-point scale ranging from 1 = ”Very Unimportant” to 5 = ”Very Important.”
§
Scored 4 or 5 (Agree/Strongly Agree) on a 5-point scale ranging from 1 = ”Strongly Disagree” to 5 = ”Strongly Agree.”
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Table 4
Correlates of Dentists’ Five A Behaviors – Multivariable analysis*
Dependent Independent OR 95% CI P value
Ask Know how to assess 3.0 1.8–5.1 <0.001
Advise Ask 7.3 3.9–13.9 <0.001
Feel they have important role 3.0 1.6–5.7 0.001
Know how to assess 3.1 1.7–5.8 <0.001
Age 1.06 1.01–1.1 0.026
<15 years in practice 2.5 1.1–6.0 0.032
Assess Advise 8.4 1.0–71.4 0.05
Feel effective intervening 4.8 1.6–14.1 0.004
Assist Advise 6.0 1.9–19.2 0.003
Assess 41.6 6.8–255.0 <0.001
Feel effective 3.2 1.1–8.7 0.027
Received training 2.8 1.05–7.4 0.041
Age 0.93 0.9–0.99 0.014
Arrange† Too few responses
*
Backward logistic regression models.
†
Arrange behavior not reported due to insufficient responses for analyses.
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